Introduction {#sec1-1}
============

The secondary stage of syphilis results from the hematogenous and lymphatic dissemination of spirochetes. The most commonly observed clinical presentation is a generalized, nonpruritic papulosquamous eruption. However, more infiltrated lesions, often copper-colored or corymbose arrangements, have been reported.\[[@ref1]\] Several hypotheses have been put forward to explain the formation of these infiltrated or granulomatous lesions. Among the most accepted are the specific hypersensitivity reactions to *Treponema pallidum* or the lengthy duration of the disease.\[[@ref2]\] Clinically, the lesions appear as partially infiltrated red-violet plaques or nodules, sometimes simulating a pseudolymphoma or panniculitis. We present the case of a patient with nodular syphilis mimicking Sweet syndrome with epidermotopism of *Treponema pallidum* as demonstrated in histopathology.

Case Report {#sec1-2}
===========

A 55-year-old male attended our department with a 30-day history of multiple nodules on his face and upper arms and trunk. Mucous membranes, palms, and soles were not affected, and there was no regional lymphadenopathy. He experienced no fever, headache, sore throat, cough, or weight loss. The patient was not taking any medication. He informed us that he had suffered from gonorrhea and syphilis 20 years before, which had been adequately treated. The patient was a homosexual man, with a stable partner for the last 6 months, and he denied any sexual activity outside this relationship.

On physical examination, we observed multiple erythematous infiltrated plaques of annular morphology, located on his forehead, thorax, nape of the neck, and upper part of the back and arms. Some of these lesions presented a central flattening with a raised border \[[Figure 1a](#F1){ref-type="fig"}\]. One infiltrated annular lesion was observed on his upper lip \[[Figure 1b](#F1){ref-type="fig"}\]. In addition, there were two desquamating ring lesions on the back of both hands \[[Figure 2a](#F2){ref-type="fig"}\], with none on palms and soles. The occipital area of the scalp showed mild moth-eaten alopecia \[[Figure 2b](#F2){ref-type="fig"}\].

![(a) Multiple erythematous nodules of annular morphology located in the upper part of the back. (b) Infiltrated annular plaque on the upper lip](IJD-63-509-g001){#F1}

![(a) Two desquamating ring lesions on the dorsal right and left hand. (b) "Moth-eaten" hair loss observed in the occipital area (circles)](IJD-63-509-g002){#F2}

Our initial clinical impression was that this was a case of Sweet syndrome; however, he had no fever, and routine blood test results were normal. Screening for sexually transmitted infections revealed the following results: rapid plasma reagin 1:128 and fluorescent treponemal antibody absorption (FTA-ABS) were positive, while the test for HIV was negative. We continued to consider the possibilities of secondary syphilis or Sweet syndrome associated with late latent syphilis. We decided to perform a biopsy and to administer the first dose of 2.4 MU of benzathine penicillin.

The histological study showed psoriasiform hyperplasia of the epidermis with a dense granulomatous infiltrate in the papillary and reticular dermis. These granulomas were formed by epithelioid histiocytes and numerous multinucleated Langhans giant cells, surrounded by a dense lymphoplasmacytic infiltrate \[[Figure 3](#F3){ref-type="fig"}\]. In addition, numerous capillaries with edematous walls and prominent endothelial cells were observed. Immunohistochemical staining for *T. pallidum* was positive, especially in the epidermis and the epidermal ridges, which was evidence of the prominent epidermotropism of this spirochete \[[Figure 4](#F4){ref-type="fig"}\].

![Tuberculoid granulomas formed by epithelioid histiocytes, numerous multinucleated Langhans giant cells and surrounded by a dense lymphoplasmocytic infiltrate (H and E, ×200)](IJD-63-509-g003){#F3}

![Immunohistochemical staining (×1000) for *Treponema pallidum* was positive especially within the epidermis (a) and the epidermal ridges (b)](IJD-63-509-g004){#F4}

The patient was diagnosed as a syphilitic reinfection in the form of granulomatous nodules and plaques. The skin lesions healed 1 month after the first dose of penicillin.

Discussion {#sec1-3}
==========

The incidence of sexually transmitted infections is currently on the rise. Typically known as the "great imitator," secondary syphilis often mimics other diseases.\[[@ref3]\] Nodular secondary syphilis was first described some 30 years ago, and very few cases are described in the literature.\[[@ref4]\] Clinically, the lesions appear as partially infiltrated plaques or red-violaceous nodules, which can be solitary or multiple, and they may occasionally simulate a pseudolymphoma or neutrophilic dermatosis.\[[@ref5]\]

Several pathogenic hypotheses have been postulated to explain the formation of secondary syphilitic nodular granulomatous lesions. Some authors suggest that this kind of lesion is a specific hypersensitivity reaction to a treponemal infection, while others believe that the formation of dermal granulomata should be correlated with the duration of the disease and that they are eruptions that occur during the transition to the tertiary phase.\[[@ref2]\] In the present case, we did not know the duration of the infection, and the detection of spirochetes in the lesional skin did not justify the hypersensitivity reaction hypothesis. We believed that the prominent treponemal epidermotropism observed in this case might have influenced the unusual clinicopathological aspects. Frequently, *T. pallidum* has a predilection for the dermal-epidermal junction zone or dermis (mesodermotropism), compared, for example, with the subspecies *T. pertenue* in yaws specimens, which shows remarkable epidermotropism.\[[@ref6]\] Other authors, however, have described an epitheliotropic pattern for *T. pallidum* in 81% of secondary syphilis cases.\[[@ref7]\]

In conclusion, we present a case of nodular syphilis in a homosexual male. Immunohistochemistry revealed the presence of multiple spirochetes invading the epidermis, which could be the cause of the infiltrated skin lesions.
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